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Common mental health problems (MHPs), such as stress, 
depression, and anxiety, have a considerably negative 
impact on quality of life, social functioning, and work 
ability. In Denmark, disability pensions related to MHPs 
rose dramatically between 2002 and 2006, with the high-
est increases in stress-related disorders (102%), anxiety 
(69%), and depressive disorders (63%). Today MHPs 
account for 51% of all disability pensions and are now the 
leading cause of work disability in Denmark and many 
other European countries (Brown et al., 2009; Decision 
of the National Social Appeals Department, Denmark, 
2010; Hensing, Andersson, & Brage, 2006; Nystuen, 
Hagen, & Herrin, 2001).
Disability and subsequent sickness absence often have 
profoundly negative implications for work life by jeopar-
dizing social relationships at work, reducing career 
opportunities, and increasing the risk of work loss 
(Sieurin, Josephson, & Vingard, 2009; Tarasuk & Eakin, 
1995). Earlier, Ockander and Timpka (2003) compared 
sickness absence and unemployment, arguing that both 
include a work loss that constitutes a break from normal 
everyday life and threatens life plans. Similarly, Svensson, 
Mussener, and Alexanderson (2006) suggested that 
because identity in contemporary Western culture is 
closely linked to work life, sickness absence is detrimen-
tal to both self-esteem and feelings of being in control.
Return to work (RTW) is a complex social process 
(Loisel et al., 2001), and during the last decade policy 
makers in many European countries, especially the 
Nordic welfare states, have introduced a range of policies 
for facilitating RTW (Johansen et al., 2008). In Denmark, 
where this research took place, employees on long-term 
sickness absence for MHPs are less likely to return to the 
same employer—possibly because of the stigma attached 
to MHPs. However, knowledge about RTW for employ-
ees with MHPs remains scarce, because most researchers 
focus on musculoskeletal problems (Høgelund, Filges, & 
Jensen, 2003). Several researchers have proposed that a 
deeper understanding of different stakeholders’ 
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Abstract
Mental health problems (MHPs) such as stress and depression are among the leading causes of work disability. In 
this article we explore how women with MHPs experience sickness absence and subsequent return to work. We 
conducted 16 semistructured interviews and employed constructivist grounded theory for the analysis. We found that 
whereas sickness absence constituted a major threat to positive self-images, the experience had potential as a personal 
growth experience: Although some women felt handicapped, others became stronger and more self-confident. The 
core of the experience was not the return to work but a process of healing a vulnerable self—the ability both to 
refocus attention from symptoms to other life goals and to maintain or reconstruct a positive self-image. Supportive 
health care and acknowledgment from others facilitated the healing process.
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perspectives on RTW will improve RTW research and 
practices. Yet these perspectives usually go beyond the 
measures typically used in RTW research (Young et al., 
2005). Therefore, Rauscher and Greenfield (2009) have 
suggested that qualitative methods are particularly suit-
able for exploring social and behavioral aspects of health 
and disability at a deeper level, and that qualitative meth-
ods will facilitate a more nuanced understanding of RTW.
In this study, we explored how Danish women on sick-
ness absence for MHPs constructed meaning from their 
transitions in and out of work. Whereas most qualitative 
studies focus on long-term sick leave, we included 
women with both short- and long-term sickness absence 
and women who had successfully returned to work, 
allowing us to explore more favorable RTW trajectories 
that will give a more comprehensive picture of the pro-
cess. Moreover, we focused specifically on women, 
because they are more likely to suffer from depressive 
and anxiety disorders, to become sicklisted, and to become 
permanently disabled (Statistics Denmark, 2011). This 
gender gap might be attributable to differences in stress 
exposures, stress responses, or both (Nolen-Hoeksema, 
2001). Women’s lack of social power is one of the driving 
factors underlying the increased risk of stressful life 
events. Although most women in Denmark are gainfully 
employed (72%), the Danish labor market is characterized 
by both horizontal and vertical gender segregation. 
Women work predominantly in the public sector and have 
part-time jobs; they are less likely to be self-employed or 
top managers (Statistics Denmark). Additionally, women 
not only are more likely to experience trauma (e.g., sex-
ual abuse), poverty, lack of respect, and constrained 
choices, but are also more vulnerable to these stressors 
because of their biological responses, self-concepts, and 
coping styles (Nolen-Hoeksema).
Theoretical Framework
Our research was based on the theory of symbolic inter-
actionism, which according to Blumer (1969) essentially 
rests on three premises: (a) human beings act toward 
things based on the meaning those things have for them; 
(b) meanings derive from, or arise out of, social interac-
tions; and (c) people use an interpretive process to deal 
with the things they encounter. From this perspective, the 
consequences of sickness absence and RTW depend on 
the intentions, interpretations, and interactions of the indi-
vidual. Inspired by Ezzy (1993), we suggest that concep-
tualizing work as good and sickness absence as bad might 
be too simplistic for explaining employees’ motivation for 
and understanding of RTW. Employment is related to 
health in complex ways, posing both risks and benefits. 
Although work loss and unemployment are strongly 
related to reduced mental health, so is a poor working 
environment (Broom et al., 2006). Drawing on the per-
spectives of social identity theory and symbolic interac-
tionism, Ezzy argued that the negative effects of work loss 
can be understood as a disruption of personal strategies 
for maintaining consistent and positive self-images.
Social identity theory suggests that to maintain desired 
roles and positive self-concepts, people set up life plans 
through the establishment of routines and interactions 
with others. These routines and interactions provide sta-
ble sources of legitimacy for identities. Major disruptions 
to these life plans, however, threaten the basis for legiti-
mizing valued social roles and might therefore lower self-
esteem and raise anxiety. Thus, if going to work is an 
integral part of maintaining a positive view of the self, 
and if an individual is not able to find a satisfactory alter-
native identity, work loss will result in lowered mental 
health. In contrast, if employment plays only a minor role 
in enabling the person to maintain a meaningful life, the 
loss of work will be much less severe (Ezzy, 1993).
Legislative Context
The Danish public sickness benefit program covers wage 
earners, the self-employed, and the unemployed for a 
general maximum of 52 weeks, with no distinction 
between work-related and non-work-related sick leave. 
Employers in Denmark have little responsibility for 
financing social benefit programs and few obligations for 
reintegrating disabled employees (Johansen et al., 2008). 
The Danish municipalities, which are administrative enti-
ties resembling counties in the United States, pay sickness-
absence benefits for absences longer than 3 weeks. 
Furthermore, social insurance officers from the munici-
pal job centers are responsible for conducting monthly 
follow-up evaluations and developing reintegration plans 
for people on sick leave. These officers also have the 
right to decide whether an individual is entitled to sick-
ness benefits. Although the principles underlying entitle-
ment to sickness benefits are characterized by a holistic 
view on work disability, the decision process might also 
rely on information from general practitioners or other 
medical specialists (Johansen et al.).
Methods
Recruitment Procedures
We recruited the participants from the research project 
CORSA (Common Mental Disorders, Return to Work, 
and Long-Term Sickness Absence). The participants in 
the CORSA project consisted of employees who applied 
for sickness-absence benefits from a municipal job cen-
ter in Denmark. They had applied on the grounds of 
self-reported MHPs or difficult life events, such as 
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bullying or bereavement, from May 2007 through 
December 2007. A total of 721 employees (31% men, 
69% women) fulfilled the inclusion criteria and there-
fore received a baseline questionnaire (n = 298; response 
rate = 41%) and a 6-month follow up (n = 236; response 
rate = 71%). Next, to select a heterogeneous sample of 
participants for factors such as age, educational back-
ground, and self-reported reason for and duration of 
sickness absence, we used the data from the baseline 
and follow-up questionnaires. We invited only women 
to participate, because they make up the vast majority 
of sick-listed employees with MHPs. Finally, the first 
author invited 24 possible participants by telephone; 
eight women declined the invitation, leaving a final 
sample of 16 participants.
We have presented a more detailed description of the 
enrollment procedures and the results of a nonresponse 
analysis elsewhere (Nielsen et al., 2010). We conducted 
the nonresponse analysis to compare the characteristics 
of the responders and the nonresponders to the question-
naires. We found that the nonresponders were more likely 
to be men, to be manual or service workers, and to give 
depression as their reason for absence. However, respond-
ers and nonresponders were comparable for age, RTW 
status, and their prevalence of prior sickness absence 
(Nielsen et al.).
Data Collection
To explore the sickness absence and RTW experience, we 
constructed a semistructured, open-ended-question inter-
view guide covering key events and interactions with 
health care professionals, colleagues, supervisors, friends, 
family, and social insurance officers. Although we used 
these questions as a tool for guiding the overall interview, 
we kept the interviews as open as possible, thereby allow-
ing unanticipated statements, stories, and personal experi-
ences to emerge (Charmaz, 2006).
The interviews, averaging from 1 to 1.5 hours in 
length, took place at the participants’ homes, workplaces, 
or the research center. We conducted 16 audiotaped inter-
views from June 2008 through December 2008. The first 
and third authors conducted the first four interviews 
together; thereafter, the first author conducted the remain-
ing twelve interviews. The participation of the two inter-
viewers in no way appeared to affect the interviews, most 
likely because of a clear division of roles: The first author 
acted as the principal interviewer, and the third author 
acted as a silent observer. We carefully explained these 
roles to each participant before the interview. The advan-
tage of having two observers was that we could discuss 
and evaluate the interview retrospectively to improve 
quality and depth of data. To create a safe and trusting 
atmosphere, and to avoid any misunderstanding that the 
interview was a therapeutic consultation, we explained to 
the participants that we were not affiliated with the job 
center, and that we had neither medical nor psychothera-
peutic backgrounds. Given the sensitivity of the topic, we 
conducted individual face-to-face interviews with the 
assurance of anonymity.
Analysis
To develop a conceptual theory explaining the RTW pro-
cess, we employed constructivist grounded theory 
inspired by symbolic interactionism (Charmaz, 2006). 
The grounded theory method is a set of flexible tools for 
guiding both data collection and analysis focused on cre-
ating conceptual frameworks through inductive analysis. 
Constructivist grounded theory, as outlined by Charmaz, 
addresses how individuals, as well as researchers, con-
struct the realities in which they live. From the construc-
tivist perspective, data and analysis do not simply emerge 
but are created, so that research findings therefore repre-
sent an interpretative portrait of the world. Moreover, this 
inductive approach implies that analytic categories 
should be grounded in the data as opposed to precon-
ceived theoretical concepts (Corbin & Strauss, 2008). To 
keep the focus on emergent themes and concepts in the 
data, Charmaz cautioned against conducting thorough 
literature reviews during the initial research phases.
Two authors independently coded the first four inter-
views, subsequently discussing and elaborating on con-
cepts and themes and their properties, to validate findings 
and enrich the analysis by incorporating different view-
points and interpretations of the data. Next, the first 
author continued the data collecting and memo writing 
alone. To help organize the data, we used Corbin and 
Strauss’s (2008) Paradigm Model, a perspective that 
enables the researcher to analyze process and context in 
terms of actions, interactions, emotions, consequences, 
and enabling factors. The Model helps to enrich the anal-
ysis by allowing the researcher to more clearly under-
stand the circumstances surrounding the events. However, 
as the Model constitutes a set of questions, not a set of 
directives, the researcher does not code for conditions per 
se. According to Corbin and Strauss, the identification 
and selection of the core category is a pivotal step for 
theory development. This category represents the main 
theme and conveys what the research covers and means. 
Following Corbin and Strauss, we selected the core cate-
gory for its explanatory power; that is, a category to 
which all other concepts and subconcepts could be linked.
Finally, we developed an analytical story line based on 
this category and its related subconcepts. We checked for 
gaps in the logic by rereading all the interviews, looking 
for negative cases, cross-checking with similar concepts 
from the literature, and discussing the analysis with 
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colleagues. The story line helped us to integrate themes 
and concepts into a coherent conceptual explanation of 
the RTW process based on empirical findings. Following 
Charmaz (2006), we conducted the literature review after 
the analysis; only after we had developed our emergent 
themes and concepts did we begin comparing them with 
previous concepts from the literature.
Ethical Considerations
We notified and registered this study with the Danish 
Data Protection Agency. According to Danish law, only 
research using biological material needs approval from 
the Danish National Committee on Biomedical Research 
Ethics. Although we were unable to offer the partici-
pants any treatment, all participants had contact with 
their general practitioners, and the majority had contact 
with a psychologist. In one instance, we referred a par-
ticipant to a free help line. Considering the possible 
psychological impact of the interviews, we took the fol-
lowing precautions: Using the Major Depression 
Inventory—a 10-item self-rating scale for symptom 
characteristics for depression in accordance with the 
Diagnostic and Statistical Manual of Mental Disorders–
IV (American Psychiatric Association, 2000)—we did 
not contact women who met the criteria for a major 
depression. Moreover, we did not contact those who 
stated in the 6-month follow-up questionnaire that their 
health had worsened. The one disadvantage of this 
approach was that the women we did not contact were 
not able to share their experiences.
Findings
A total of 16 participants from various occupations—
including manual work, health care, social work, educa-
tion, administration, sales, service, and technical 
work—participated in the interviews. The duration of 
their sickness absences ranged from about 2 to 15 months 
(mean duration was about 5 months). At the time of the 
interview, 11 participants had returned to work full time, 
2 returned part time, 1 returned to school, 1 was unem-
ployed, and 1 remained on sick leave. Among those 
women who returned to work, 8 were still employed by 
the same employer.
The women had in common the experience of a vari-
ety of emotional, cognitive, and somatic symptoms, such 
as sleep disturbances, lack of concentration, headaches, 
dizziness, sadness, and anxiety. Emotional loss of con-
trol, such as crying for no particular reason, led to fears 
of going insane, and some reported that they did not rec-
ognize themselves: “I felt like I was standing next to 
myself looking at this wrong version of me.” Whereas 
their symptoms varied in duration and intensity, they all 
experienced an emotional crisis or breakdown, charac-
terized by feelings of being powerless, overwhelmed, 
and exhausted. Furthermore, all of the women attributed 
these symptoms to an MHP, such as stress, depression, 
anxiety, or burnout, and reported this MHP as their offi-
cial reason for absence. This analysis begins at the time 
of the sickness reporting. In the following section we 
present both the core problem and the findings resulting 
from the analytical story line.
Central Problem
The analytical story line revealed that sickness absence 
for an MHP constituted a major threat to self-esteem and 
a positive self-image. Moreover, the women suffered 
from the burden of a double identity crisis related to 
interpretations about mental illness as a reflection of a 
vulnerable self and a loss of valued social roles. Karp 
(1996) proposed that depression is a unique disorder, 
because it is a condition of the self that emanates from 
and reflects back on a self that is somehow inadequate or 
damaged. Likewise, we found that the women’s experi-
encing the self as vulnerable stemmed from their inter-
pretations of MHPs as originating from a self that was 
somehow fragile or vulnerable. In general, the women 
believed that an overload of their work life, their personal 
life, and traumatic life events caused their distress, and 
that certain attributes of the self made them particularly 
vulnerable to these stressors. These attributes, or person-
ality traits—such as being too contentious or being a 
perfectionist—appeared related to a gender understand-
ing of the roles they had been raised to fulfill both as 
women and as good workers.
Researchers have consistently shown that interper-
sonal orientation differs in men’s and women’s self-
concepts; even in childhood, girls appear more 
interpersonally oriented than boys. When women subor-
dinate their own need and desires, they become exces-
sively dependent on the good graces of others, thereby 
possibly increasing their risk of depression when con-
flicts arise in relationships (Nolen-Hoeksema, 2001). We 
also found that such traits prohibited the women from 
taking care of their own needs and well-being:
I have requested too much of myself and some-
where down the line that is also the problem. I 
always want to make sure that everybody else is 
fine and then forget about myself, and in the end I 
have to pay the price.
Not being able to fulfill valued roles reduced self-esteem 
and induced feelings of guilt about becoming a burden 
both to colleagues, who had to take over their duties, and 
to the social welfare system:
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While I was off sick, I constantly felt guilty about 
being at home and not working, and I did not feel 
comfortable about it. I want to take care of myself. 
I don’t want society to take care of me.
This finding concurs with those of other researchers who 
have shown that sickness absence has negative conse-
quences in terms of guilt, shame, and isolation (O’Donnell, 
MacIntosh, & Wuest, 2010; Tarasuk & Eakin, 1995; 
Verdonk, de Rijk, Klinge, & de Vries, 2008).
The Healing Process
Although sickness absence with MHPs negatively 
affected self-esteem, the core of the women’s experi-
ences was not absence from or resumption of work per 
se. Their experiences basically focused on “getting bet-
ter,” which we conceptualized as “healing.” To be healed, 
in this context, meant to live an unrestricted life; that is, 
having the ability to refocus attention from symptoms to 
other life goals and, equally important, to either maintain 
or reconstruct a positive self-image. Therefore, the heal-
ing process constituted more than merely attenuation in 
symptoms and increased work functioning; on a more 
fundamental level, it was a process of healing a vulnera-
ble self. In the following sections we explain this process 
in depth and situate the healing process in the context of 
sickness absence and RTW.
Discovering true self. To take action toward healing, the 
women needed an understanding of their condition, 
including its causes, prognosis, and consequences. In 
general, they interpreted symptoms as expressions of 
malfunctioning that, if ignored, could lead to physical ill-
ness and even life-threatening conditions, and stressed 
the importance of conscientiously and promptly reacting 
to personal limitations and bodily and emotional symp-
toms. For some, this learning experience came with a 
high price and painful lessons.
Each woman ventured into a discovery of her true self 
to better understand “who I am” and “what I need to live 
a satisfactory life.” This discovery involved reflections 
over past, present, and future selves as a way of regaining 
a sense of a strong and capable self: “For me it was a 
wake-up call, because my life wasn’t going in the right 
direction. So I have gained a lot, and I am really grateful 
about what I have learned.” What the women had in com-
mon, however, was the belief that to be healed, one had to 
act in accordance with one’s “true self” and break old 
habits: “This is my time, because I will not go through 
this again. So now my goals are much more selfish and 
more about what I like and what makes my life richer.”
Getting professional help. The majority of the women had 
visited psychologists, therapists, or coaches. These profes-
sionals, especially the psychologists and occasionally the 
general practitioners, acted as important mediators of the 
discovery of the true self. Furthermore, both health care 
professionals and acquaintances also suffering from MHPs 
provided the women with important reference points for 
the severity and duration of their condition, and the profes-
sional feedback on their recovery gave the women a sense 
of accomplishment and direction. Finally, hearing about or 
talking to others with similar experiences substantiated the 
feeling of “not being the only one this happened to,” 
thereby framing MHPs as a societal problem, not merely a 
personal one.
Emotional support and a trusting relationship were 
preconditions for successful treatment, and the women 
highlighted the importance of being taken seriously:
When I visited my former physician and said, “I 
think I am stressed out.” Then she laughed and 
said, “Yes, aren’t we all.” She never took it seri-
ously, so it was nice to talk to someone who did 
[the new physician].
The women also emphasized the importance of sharing 
the same treatment goals and not feeling pressured to 
return to work:
She [the physician] kept telling me that I would be 
ready soon, and I am sure she meant well. But 
when you already feel guilty about being on sick 
leave, then it feels like pressure, because the doctor 
says so—and the doctor is an authority figure.
Consistent with findings from O’Donnell et al. (2010), 
we found that the health care professionals played a key 
role in legitimizing the condition as an illness that needed 
attention and care—thereby validating sickness absence. 
Thoits (1985) suggested that patients seeking health care 
usually get what they want—namely, social support—
and that therapists usually help their clients feel better by 
validating negative emotions that violate social norms. 
Although prolonged and recurrent negative emotions 
often trigger negative reactions from others, therapists 
are in the business of helping their clients to understand 
these feelings, thereby aiding in restoring consistency 
between these feelings and social norms.
Creating time and space for healing. During the first 
weeks of absence, the women found themselves preoc-
cupied with resting and restoring sleep to “calm down.” 
They felt unable to think rationally, make important deci-
sions, or perform everyday tasks such as shopping or 
talking to other people:
Suddenly, I did not know how to cook, and that is 
a really basic task. It was almost like learning to 
ride a bike all over again, and that it is why it was 
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nice to be off sick for some time, because every-
thing happened so slowly.
To manage negative emotions and solve problems, the 
women gradually engaged in different active strategies, 
such as doing physical exercises, journal writing, medi-
tating, and calling friends. They slowly began returning 
to something that resembled a normal day. Taking sick 
leave therefore primarily created time and space for heal-
ing, and getting away from stressors at work became an 
appreciated break from everyday hassles and a valued 
opportunity for reconsidering work life in particular and 
life in general.
We are not the first to suggest that sickness absence is 
an intentional behavior. Kristensen (1991) argued that 
sickness absence can be viewed as an active coping strat-
egy that is strongly affected by working conditions and 
perceived health. O’Donnell et al. (2010) reported that 
women experiencing workplace bullying reported sick to 
“gain space,” which was the process of physically sepa-
rating from the work place as a way of recovering.
Framing sickness absence. Sickness absence changed 
the normal routines and interactions with friends, fami-
lies, colleagues, and supervisors. By reporting sick, these 
women made their health problems visible to others, and 
their sickness absence with MHPs implicitly signaled to 
the workplace that something was wrong and that some-
one was responsible for the situation. From the women’s 
standpoint, the supervisors tended to interpret MHPs as a 
personal attribute of weakness and inability to manage 
work, while downplaying the possibility of working con-
ditions being a cause of mental illness. Consequently, the 
women risked having their managers and colleagues label 
them as weak individuals who could not manage their 
workloads.
Sickness absence therefore became a starting point for 
negations, not only about working conditions and RTW 
but also about blame and responsibility. These negations 
had profound implications for the healing process, both 
impeding the constructing of the self as strong and capa-
ble and diminishing self-esteem. To avoid being labeled, 
the women felt compelled to legitimize their health prob-
lems and sick leave. We identified two modes of framing 
sickness absence, both of which served as moral argu-
ments for reporting sick and thus not fulfilling the “suc-
cessful worker” role: sickness absence as a “last resort,” 
and sickness absence as a “preventive act.”
In accordance with Verdonk et al. (2008), we found 
that, for some women, reporting sick was “the last resort,” 
when all other options—for example, seeking health care 
or talking to the supervisor about reducing the workload—
had proven unsuccessful. These women interpreted sick-
ness absence as a personal coping failure: “Your 
self-confidence is broken. And it is a personal defeat that 
I was not able to manage.” At the same time, their reluc-
tance to report sick was also a testimony of the severity of 
their health problems and high work ethics:
You hear all the time [in the media] that it is the 
responsible employees that get run down—as if it 
is praise! For me, it is a failure, and you cannot 
explain it away. You feel like a failure, and it is 
taboo to go out and tell everyone that this happened 
to me.
In contrast, others presented sick leave as a preventive 
act—an active way of coping with a critical situation that 
potentially could have led to a major breakdown. Framing 
sickness absence within a preventive discourse promoted 
the construction of a more proactive self-image as 
opposed to being helpless and victimized:
If you feel a little burned out, then talk to your doc-
tor, and if you have to report sick for a couple of 
weeks—then do it! Do yourself a service and take 
care of yourself. Nobody else will do it for you! I 
really want to stress the importance of being atten-
tive to symptoms and signals of danger—otherwise 
you might get physically ill.
The RTW dilemma. Working conditions played a con-
siderable role in the women’s understanding of the etiol-
ogy of the condition, and their experience therefore 
prompted them to reappraise work life. At the time of 
interview, none of the women expressed any intention of 
leaving the labor market by, for example, seeking a dis-
ability pension. Thus, the women’s main concern was to 
decide whether to return to their old workplace or find a 
new one, and when and under what conditions to resume 
work.
Their outlook on a future work life was affected by 
their perceived work ability, possibilities on the labor 
market, and wishes for a future work life. Consequently, 
both individual preferences (e.g., salary and supportive 
colleagues) and factors at the structural level (e.g., age 
and educational background) influenced their decisions. 
Some of the women changed workplaces out of necessity, 
realizing that “things would not change at work” (e.g., 
because of conflicts with management or colleagues), 
and some were fired. Finally, others reported that their 
job was not consistent with their true self, a realization 
more common among the younger women (>50 years), 
who thought that it was “not too late to change careers.”
At the time of the interviews, most of the women were 
back at work either full time or on reduced working 
hours. The majority reported that they had returned before 
full recovery and struggled to keep pace at work. At the 
end of the workday, they were exhausted, with little 
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energy for pursuing leisure-time activities. While strug-
gling at work, the women thought that their colleagues 
and supervisors interpreted RTW as a “return to a normal 
everyday life”:
From Day One they [supervisor and colleagues] 
expect that you can manage exactly the same as 
before. So you have to put your foot down, and that 
is really difficult. But you just have to practice say-
ing no. Otherwise, you’ll become as stressed out as 
before—or at least there is a big risk that you will.
Becoming handicapped or stronger. Despite the potential 
healing process, RTW constituted a dilemma, because the 
women feared relapses, especially when returning to 
working conditions that they thought were detrimental 
to their health. Moreover, even though sickness absence 
negatively affected their self-esteem, resuming work did 
not automatically lead to an improved self-image or 
self-esteem. Whereas most of the women had success-
fully resumed work, their stories and retrospective self-
evaluations revealed that the experience had had a 
profound impact on their well-being and self-image.
For some women the sickness absence marked the 
beginning of a continuous marginalization process, with 
irreversible consequences for their work ability and 
social functioning. The result was a damaged self-image, 
described here as becoming “handicapped”:
For the rest of my life, I have to take care of 
myself. I hope I will be able to work full time, and 
I hope that I will be able to live a normal life, but I 
know I have to take care of myself for the rest of 
my life. So you might say that I have become 
handicapped in some way. That has been a difficult 
acknowledgment, because it changed my percep-
tion about myself as a wife and a stepmom and all 
sort of things.
For such women, feeling “handicapped” was related to 
experiencing prolonged emotional distress and reduced 
functioning and work ability. The condition became a cen-
tral part of their daily lives, and restricted their performance 
of daily activities and fulfillment of valued social roles in 
their family and at work. In contrast, other women reported 
that they became stronger and more self-confident. The 
experience had an almost empowering aspect—resulting in 
a stronger and more confident self-image—through a better 
understanding of who they were in the past, who they were 
in the present, and what their needs were. By changing 
behavioral patterns that were detrimental to their health and 
well-being, they felt stronger and better able to manage 
work. For these women, the loss of work ability was just a 
phase, not an irreversible process:
I actually believe that I am more capable . . . 
because I believe more in myself, and I believe that 
I can be an asset for a company. Back then it was 
more about doing what everybody else said. But, 
absolutely, I am more capable of setting limits, so I 
see myself as stronger and more capable now.
Discussion
In this article, we have presented the concept of the vul-
nerable self, which we identified as the core problem. 
Basically, we found that women on sickness absence 
with an MHP suffer from the burden of a double identity 
crisis, stemming not only from their interpretations of 
MHPs as a reflection of a vulnerable self but also from 
the loss of valued social roles at work and at home. The 
idea that illness experiences are characterized by critical 
turning points in identity has also been widely investi-
gated in research on chronic illness. For example, Bury 
(1991) and Charmaz (1983) have argued that chronic 
illness represents an event that breaks with the normal 
biography—the stable pattern that constitutes everyday 
life—and that this event disrupts the person’s ongoing 
life, carrying the potential to alter his or her sense of self 
and introduce an experience of a loss of self. However, 
Gannik (1999) criticized their research for taking its 
point of departure in chronic illness, thereby leading to a 
problematic categorization of illness as an ongoing 
downward spiral and an artificial classification of illness 
as either chronic or nonchronic.
We do not suggest that the women in this study expe-
rienced a permanent loss of self, but rather that they expe-
rienced a crisis or disruption that might or might not have 
been reversible. We also found that this crisis could have 
potential empowering aspects and that some women felt 
they became stronger and more capable than before their 
absence. Svensson et al. (2006) suggested that self-
esteem and empowerment are pivotal concepts for sick-
ness absence and RTW research, and that the most 
important task for rehabilitation professionals is to 
empower employees on sick leave to view RTW as a real-
istic and obtainable goal. Given our findings, we suggest 
that empowerment and self-esteem should be considered 
not only as a means by which people can resume work 
but also as an RTW outcome in its own right.
The differences in individual story lines appeared to 
relate more to the women’s perceived health status than to 
their current RTW status, because most participants had 
already resumed work. However, because we only 
included women, we do not know whether the same pro-
cess holds true for men. Previous research on men’s and 
women’s return-to-work patterns has produced inconclu-
sive findings for sickness absence with mental health 
problems. Although some studies have shown that women 
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have a higher risk for prolonged absence, others have 
shown the opposite pattern (Lagerveld et al., 2010).
In Denmark, women experience more stressors and 
have a higher risk of becoming permanently disabled 
from work (Labriola et al., 2011). Labriola et al. found 
that differences in the psychosocial work environment 
(e.g., emotional demands, rewards at work, management 
quality, and role conflicts) explain about 30% of Danish 
women’s increased sickness absence (compared to the 
level of sickness absence in men). Variations in the wom-
en’s personal and occupational background, however, did 
not seem to greatly influence the healing process. 
Findings were consistent across different ages and occu-
pational and educational groups, with the exception of the 
women’s outlook on their future work life: Younger 
women tended to be more positive about seeking new 
employment than older women.
To our knowledge, we are the first to report positive 
outcomes of sickness absence, possibly as a result of our 
selection strategy; that is, most of the women were 
already back at work. Most qualitative studies have been 
focused on long-term sick leave, a focus that has contrib-
uted to our understanding of sickness absence as a pro-
cess of marginalization from the labor market. However, 
by focusing on more favorable RTW trajectories, we have 
presented a more nuanced understanding of what consti-
tutes a successful RTW. Within occupational rehabilita-
tion literature, work resumption is usually the main 
outcome of interest, and few authors have contested or 
questioned the current reductionist notion of what consti-
tutes a successful RTW. However, findings from our 
study show that merely focusing on employment status 
does not fully capture the lived experience.
Next, we explained the process in which women with 
MHPs engage to regain a sense of self as strong and capa-
ble, and we conceptualized this process as healing a vul-
nerable self. This process resembles findings from 
Parsons, Eakin, Bell, Franche, and Davis (2008), who 
reconceptualized and expanded on the meaning of “work” 
in the RTW process. They found that people on sickness 
absence related to cancer engage in different kinds of 
activities or types of “work,” including “identity work,” 
which they defined as active engagement and agency in 
coming to terms with the profound changes in self-
perceptions that the illness created.
Findings in this study point to important factors that 
might facilitate or hinder this healing process. These fac-
tors include quality health care and negative workplace 
attitudes toward employees with MHPs. We found that 
social interactions between employers and coworkers 
were crucial for RTW. One possible explanation for this 
finding is that the employer acts as a gatekeeper to work 
accommodations and that whether the worker feels com-
fortable about returning to work at a reduced capacity 
crucially depends on the work atmosphere. Furthermore, 
an unwelcoming or distrustful atmosphere might also 
contribute to low self-esteem, thereby reducing the men-
tal well-being of employees returning to work.
We also found that psychologists, in addition to 
employers, played an important role as facilitators of the 
discovery of the true self and the healing process. In an 
article on sickness absence among highly educated Dutch 
women, Verdonk et al. (2008) likewise found that many 
of the women in their study turned to psychologists or 
psychological counselors. Verdonk et al. were critical of 
this practice, suggesting that the psychological counsel-
ing reinforced an individualization of MHPs by encour-
aging the women to look at their own personalities. 
Consequently, they argued, the treatment did not ade-
quately prepare the women for RTW, because the coun-
seling did not focus on working conditions.
We agree that reducing MHPs to a question of person-
ality involves a significant risk of stigmatization and of 
blaming the victim. However, most of the women in the 
Dutch study were still on sickness absence, whereas the 
majority of the participants in our study were back at 
work, thereby possibly explaining our more positive find-
ings. Whereas several studies have examined the relation-
ship between the absentee and different types of 
professionals in the RTW process (Franche, Baril, Shaw, 
Nicholas, & Loisel, 2005; Ostlund, Borg, Wide, Hensing, 
& Alexanderson, 2003; Shaw, Hong, Pransky, & Loisel, 
2008; Young et al., 2005), none focused specifically on 
psychological counselors. Future research on RTW in 
employees with MHPs should take this particular group 
of health care professionals into account, because these 
professionals might play an important role for both sick-
ness absence and RTW behaviors.
Finally, we showed that RTW constituted a dilemma, 
because the women feared having relapses and because 
returning to work did not automatically result in improved 
self-esteem. Young et al. (2005) have suggested that RTW 
would financially benefit most employees in the long run 
and might even increase quality of life by helping the dis-
abled worker maintain a desired place in society. In this 
article, we have suggested that the relationship between 
health and well-being and RTW is much more complex.
Separating the negative effects of sickness absence 
from the negative effects of MHPs is difficult. Low self-
esteem is one of the accompanying symptoms in depres-
sive disorders, and the display of emotional distress can 
trigger negative social reactions, keeping the already ill 
person from reaping important social rewards, such as self-
esteem and approval from others (Thoits, 1985). Thus low 
self-esteem might not only result from taking sick leave 
but is also likely to be part of and a result of the condition 
itself. Likewise, returning to work can also be detrimental 
to mental health and well-being for employees who, for 
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example, experience bullying or stigmatization at work. 
Therefore, in line with recommendations from Parsons 
et al. (2008), we caution against perceiving employment 
status as the only parameter for a successful RTW.
Strengths and Limitations
The limitations of this study were related to the number of 
interviews: Because we interviewed each participant only 
once, we were not able to investigate whether their per-
ceptions of self and self-esteem changed over time. 
Despite this limitation, we believe that we have achieved 
saturation for the following three reasons: Saturation 
depends on numerous factors, including the scope and the 
nature of the study and the quality of the data (Morse, 
2000). We first carefully selected the participants by using 
in-depth background data from questionnaires, thereby 
ensuring that they had extensive and diverse experiences 
with sickness absence with an MHP. Such detailed par-
ticipant information is usually not available. Second, the 
subject of the study was clear, because we were eliciting 
specific events and interactions. Third, we restricted our 
scope to sickness absence and RTW, and therefore to a 
limited period in the participants’ lives. Nonetheless, had 
we included multiple stakeholders, such as health care 
professionals, employers, and colleagues, we might have 
gained a more comprehensive picture of the RTW process 
as seen from different viewpoints.
A major strength of this study was the crosschecking 
of the analysis between the two interviewers and the par-
ticipation of the two interviewers in the first four inter-
views, both of which actions improved the quality of the 
data collection. Unfortunately, we were unable to con-
tinue this strategy throughout the entire research project, 
because the second researcher left the research project. 
Finally, the use of constructivist grounded theory was yet 
another strength of this article. Grounded theory is par-
ticularly useful for studying processes, providing the 
researcher with analytical tools for rendering a proce-
dural rather than a static analysis (Charmaz, 2006). By 
focusing on the concept and themes grounded in the data, 
we have presented a different perspective on RTW. The 
combination of this perspective and the selection strategy 
contributed new insights into more favorable RTW 
trajectories.
Declaration of Conflicting Interests
The authors declared no potential conflicts of interest with 
respect to the research, authorship, and/or publication of this 
article.
Funding
The authors disclosed receipt of the following financial support 
for the research, authorship, and/or publication of this article: 
Support was received from the Danish Working Environment 
Research Fund (Grant No. 5-2006-04).
References
American Psychiatric Association. (2000). Diagnostic and 
statistical manual of mental disorders (4th ed., text rev.). 
Washington, DC: Author.
Blumer, H. (1969). Symbolic interactionism: Perspective and 
method. Englewood Cliffs, NJ: Prentice-Hall.
Broom, D. H., D’Souza, R. M., Strazdins, L., Butterworth, P., 
Parslow, R., & Rodgers, B. (2006). The lesser evil: Bad 
jobs or unemployment? A survey of mid-aged Australians. 
Social Science & Medicine, 63, 575-586. doi:10.1016/j.
socscimed.2006.02.003
Brown, J., Hanlon, P., Turok, I., Webster, D., Arnott, J., & 
Macdonald, E. B. (2009). Mental health as a reason for 
claiming incapacity benefit—A comparison of national 
and local trends. Journal of Public Health, 31, 74-80. 
doi:10.1093/pubmed/fdn098
Bury, M. (1991). The sociology of chronic illness: A review of 
research and prospects. Sociology of Health & Illness, 13, 
451-468. doi:10.1111/j.1467-9566.1991.tb00522.x
Charmaz, K. (1983). Loss of self: A fundamental form of suffer-
ing in the chronically ill. Sociology of Health and Illness, 5, 
169-195. doi:10.1111/1467-9566.ep10491512
Charmaz, K. (2006). Constructing grounded theory: A practical 
guide through qualitative analysis. Thousand Oaks, CA: Sage.
Corbin, J., & Strauss, A. (2008). Basics of qualitative research: 
Techniques and procedures for developing grounded theory 
(3rd ed.). Thousand Oaks, CA: Sage.
Decision of the National Social Appeals Department Denmark. 
(2010). Førtidspension [Early retirement pension]. Retrieved 
from http://www.ast.dk/Page_Pic/pdf/Fop_aarsstatistik_ 
2009_ny_26_01_2011_26_01_2011_12_46.pdf
Ezzy, D. (1993). Unemployment and mental-health—A 
critical-review. Social Science & Medicine, 37, 41-52. 
doi:10.1016/0277-9536(93)90316-V
Franche, R. L., Baril, R., Shaw, W., Nicholas, M., & Loisel, P.  
(2005). Workplace-based return-to-work interventions: 
Optimizing the role of stakeholders in implementation and 
research. Journal of Occupational Rehabilitation, 15, 525-542. 
doi:10.1007/s10926-005-8032-1
Gannik, D. (1999). Situationel sygdom: Fragmenter til en social 
sygdomsteori baseret på en undersøgelse af ryglidelser 
[Situational disease: Elements of a social theory of disease 
based on a study of back problems]. Copenhagen, Den-
mark: Samfundslitteratur.
Hensing, G., Andersson, L., & Brage, S. (2006). Increase 
in sickness absence with psychiatric diagnosis in Nor-
way: A general population-based epidemiologic study of 
age, gender, and regional distribution. BMC Medicine, 4. 
doi:10.1186/1741-7015-4-19
Høgelund, J., Filges, T., & Jensen, S. (2003). Langvarigt 
sygefravær—hvad sker der, og hvordan går det? [Long-term 
 at University of Groningen on May 29, 2013qhr.sagepub.comDownloaded from 
Nielsen et al. 311
sickness absence—What happens and how does it turn out?]. 
Copenhagen, Denmark: Danish National Centre for Social 
Research.
Johansen, K., Andersen, J. S., Mikkelsen, S., Pass, O., 
Raffnsøe, S., & Lynge, E. (2008). Controlling sick-
ness absence: A study of changes in the Danish sickness 
absence legislation since 1973. Health Policy, 86, 109-118. 
doi:10.1016/j.healthpol.2007.10.006</P>
Karp, D. A. (1996). Speaking of sadness: Depression, discon-
nection, and the meanings of illness. New York: Oxford 
University Press.
Kristensen, T. S. (1991). Sickness absence and work strain 
among Danish slaughterhouse workers—An analy-
sis of absence from work regarded as coping behavior. 
Social Science & Medicine, 32, 15-27. doi:10.1016/ 
0277-9536(91)90122-S
Labriola, M., Holte, K. A., Christensen, K. B., Feveile, H., 
Alexanderson, K., & Lund, T. (2011). The attribution of 
work environment in explaining gender differences in 
long-term sickness absence: Results from the prospective 
DREAM study. Occupational and Environmental Medi-
cine, 68, 703-705. doi:10.1136/oem.2010.060632
Lagerveld, S. E., Bültmann, U., Franche, R. L., van Dijk, F. 
J .H., Vlasveld, M. C., van der Felz-Cornelis, C. M., & 
Nieuwenhuijsen, K. (2010). Factors associated with work 
participation and work functioning in depressed workers: A 
systematic review. Journal of Occupational Rehabilitation, 
48, 275-292. doi:10.1007/s10926-009-9224-x
Loisel, P., Durand, M. J., Berthelette, D., Vezina, N., Baril, R., 
Gagnon, D., & Tremblay, C. (2001). Disability prevention—
New paradigm for the management of occupational back 
pain. Disease Management & Health Outcomes, 9, 351-
360. doi:10.2165/00115677-200109070-00001
Morse, J. M. (2000). Determining sample size. Qualitative Health 
Research, 10, 3-5. doi:10.1177/104973200129118183
Nielsen, M. B. D., Bültmann, U., Amby, M., Christensen, U., 
Diderichsen, F., & Rugulies, R. (2010). Return to work 
among employees with common mental disorders: Study 
design and baseline findings from a mixed-method follow-up 
study. Scandinavian Journal of Public Health, 38, 864-872. 
doi:10.1177/1403494810384424
Nolen-Hoeksema, S. (2001). Gender differences in depression. 
Current Directions in Psychological Science, 10, 173-176. 
doi:10.1111/1467-8721.00142
Nystuen, P., Hagen, K. B., & Herrin, J. (2001). Mental health 
problems as a cause of long-term sick leave in the Norwe-
gian workforce. Scandinavian Journal of Public Health, 29, 
175-182. doi:10.1177/14034948010290030301
Ockander, M. K., & Timpka, T. (2003). Women’s experiences of 
long term sickness absence: Implications for rehabilitation 
practice and theory. Scandinavian Journal of Public Health, 
31, 143-148. doi:10.1080/14034940210134095
O’Donnell, S., MacIntosh, J., & Wuest, J. (2010). A theoreti-
cal understanding of sickness absence among women who 
have experienced workplace bullying. Qualitative Health 
Research, 20, 439-452. doi:10.1177/1049732310361242
Ostlund, G. M., Borg, K. E., Wide, P., Hensing, G. K. E., & 
Alexanderson, K. A. E. (2003). Clients’ perceptions of con-
tact with professionals within healthcare and social insur-
ance offices. Scandinavian Journal of Public Health, 31, 
275-282. doi:10.1080/14034940210165037
Parsons, J. A., Eakin, J. M., Bell, R. S., Franche, R., & Davis, 
A. M. (2008). “So, are you back to work yet?” Re-concep-
tualizing “work” and “return-to-work” in the context of 
primary bone cancer. Social Science & Medicine, 67, 1826-
1836. doi:10.1016/j.socscimed.2008.09.011
Rauscher, L., & Greenfield, B. H. (2009). Advancements in con-
temporary physical therapy research: Use of mixed-methods 
designs. Physical Therapy, 89, 91-100. doi:10.2522/
ptj.20070236
Shaw, W., Hong, Q., Pransky, G., & Loisel, P. (2008). A literature 
review describing the role of return-to-work coordinators in 
trial programs and interventions designed to prevent work-
place disability. Journal of Occupational Rehabilitation, 18, 
2-15. doi:10.1007/s10926-007-9115-y
Sieurin, L., Josephson, M., & Vingard, E. (2009). Positive 
and negative consequences of sick leave for the individ-
ual with special focus on part-time sick leave. Scandina-
vian Journal of Public Health, 37, 50-56. doi:10.1177/ 
1403494808097171
Statistics Denmark. (2011). Kvinder og mænd 2011 [Women 
and men 2011]. Copenhagen, Denmark: Author.
Svensson, T., Mussener, U., & Alexanderson, K. (2006). Pride, 
empowerment, and return to work: On the significance of 
promoting positive social emotions among sickness absen-
tees. Work—A Journal of Prevention Assessment & Reha-
bilitation, 27, 57-65.
Tarasuk, V., & Eakin, J. M. (1995). The problem of legiti-
macy in the experience of work-related back injury. 
Qualitative Health Research, 5, 204-221. doi:10.1177/ 
104973239500500205
Thoits, P. A. (1985). Self-labeling processes in mental illness: 
The role of emotional deviance. American Journal of Soci-
ology, 91, 221-249. Retrieved from http://www.jstor.org/
stable/2779758
Verdonk, P., de Rijk, A., Klinge, I., & de Vries, A. (2008). Sick-
ness absence as an interactive process: Gendered experi-
ences of young, highly educated women with mental health 
problems. Patient Education and Counseling, 73, 300-306. 
doi:10.1016/j.pec.2008.06.003
Young, A. E., Wasiak, R., Roessler, R. T., McPherson, K. M., 
Anema, J. R., & van Poppel, M. N. M. (2005). Return-
to-work outcomes following work disability: Stake- 
holder motivations, interests, and concerns. Journal of 
 at University of Groningen on May 29, 2013qhr.sagepub.comDownloaded from 
312  Qualitative Health Research 23(3)
Occupational Rehabilitation, 15, 543-556. doi:10.1007/
s10926-005-8033-0
Bios
Maj Britt D. Nielsen, PhD, is a researcher at the National Research 
Centre for the Working Environment, Copenhagen, Denmark.
Reiner Rugulies, PhD, is a professor at both the National 
Research Centre for the Working Environment and the Department 
of Psychology, University of Copenhagen, Copenhagen, Denmark.
Charlotte Hjortkjær, MS, is a research coordinator at the 
Psychiatric Trauma Clinic for Refugees, Hellerup, Denmark.
Ute Bültmann, PhD, is an associate professor in the Department 
of Health Sciences, University Medical Center Groningen, 
Groningen, The Netherlands.
Ulla Christensen, PhD, is an associate professor in the 
Department of Social Medicine, Institute of Public Health, 
University of Copenhagen, Copenhagen, Denmark.
 at University of Groningen on May 29, 2013qhr.sagepub.comDownloaded from 
